After this careful and detailed history, the physician usually should be able to separate nonseizure events from true seizures. However, occasionally, one cannot be certain. If the child is otherwise doing well, it is far better to adopt an expectant attitude and wait and see whether the episode recurs. The parent can be educated to gather more specific information to better define the next event. This is more important than prematurely deciding that a child has had a seizure.
Classification of the different types of seizures is important to the clinician. There are certain types of seizures that will routinely recur. In addition, it is important to determine whether there is any element of focality because this implies the possi- This examination should also form a baseline for follow-up examination to detect any evidence of a progressive neurologic deficit.
Which laboratory tests to obtain will depend on the history and physical examination findings (Table 2 ). There is no routine laboratory workup for the patient who has had a seizure.
Because hypoglycemia and hypocalcemia can, on occasion, cause seizures without any otherwise detectable disease, we favor blood testing for glucose (after an overnight fast) and calcium levels. Tests for liver chemistries and a complete blood cell count are particularly useful as baseline evaluations before starting antiepileptic drugs.
An electroencephalogram (EEG) should be part of the initial workup of a patient with seizures (Table 3) abnormal finding on the EEG, for one who has acquired focal deficit, or for the child who has continuing focal seizures. A CT scan may also be useful in the child whose seizure pattern is worsening or changing. To reiterate, a CT scan need not be obtained as part of the initial workup of the child who has had a seizure.
TO TREAT OR NOT TO TREAT
The decision to initiate therapy after a single seizure must include considerations of such factors as the age of the patient, the type of seizure, predisposing factors, the psychologic and social consequences of further seizures, and the chance of recurrence of seizures. These risk factors should be weighed against the risks and consequences of the medication that will be used. These risks and consequences include the effects of medication on learning and behavior, the need to take daily medication, and the effect of labeling (Figure) . Among the first questions the parent asks are, "Why did he have a seizure?" and "Will it happen again?" Because more than half of childhood seizures are idiopathic, the likelihood of discovering the etiology for the seizures is small. Despite differing reported estimates of recurrence rates, due to variability in methodology, we are beginning to accumulate data that give us guidelines as to who is most likely to experience a recurrence (Table 4).
Hauser et a16 reported on 238 peopIe (75% older than 19 years of age) who had a single, nonsymptomatic seizure. Of these 238 individuals, 27% experienced a recurrence by 36 months of follow-up. Approximately one fourth of the patients had had some remote neurologic insult to which the seizure was attributed, and those patients had a higher recurrence rate (31 %) than those in whom no etiology could be determined and for whom the recurrence rate was only 20%. EEGs were obtained in almost all patients and were only helpful in predicting recurrence in the small group (5%) with spike-wave abnormalities.
In this group, the recur-
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Figure. were more concerned about the development of seizures because they knew they had a potential cause and were, therefore, more prone to have medications prescribed and to comply.
The study by Hirtz et a17 used the data from the National Collaborative Perinatal Project (NCPP) in which approximately 54,000 children were followed from birth to 7 years of age. They reviewed the records obtained at the routine follow-up visits, which were a year apart after 2 years of age. There were 518 children identified as having one or more nonfebrile seizures. One or more recurrences were experienced by 313 (61% gests that, in a less biased, prospective population, the risk of recurrence after a first seizure is less than 20%.8a
One constant theme that runs through these three studies is that, if there is a second seizure, the likelihood of a third is 50% to 75%, regardless of other factors. In all three studies, it is clear that, if recurrence takes place, it tends to be within the first 6 months to 1 year after the initial seizure and that recurrence virtually never occurs beyond 2 to 3 years. 
